Previous studies have shown that intensive care units (ICU) are among the most aggressive, tense and traumatic environments in the hospital. Intensive care units can cause physical and mental frazzle and damage in health care workers as much as they are for patients. In this study, it was aimed to evaluate depression and quality of life in ICU nurses in a tertiary care hospital. One hundred twenty ICU nurses, working more than 2 years in second and tertiary adult intensive care units, was included. The SF-36 Quality of Life Scale was used to assess the quality of life. The Beck Depression Inventory was used to assess depression. The demographic data of the participants were also questioned through a separate form. The average age of nurses involved in the study 31.29 years old and 65% female, 70% married, 63% have children, and 31% were smokers. There was no statistically significant difference in the quality of life and depression scale scores of the participants according to age, gender, marital status, child ownership status, duration of intensive care study and smoking (p> 0.05). In conclusion, sociodemographic characteristics such as age, gender, marital status, having children, duration of intensive care study and smoking did not affect the quality of life and depression level of intensive care nurses working in a tertiary hospital.
Introduction
The fatigue that people experience in the working environment is one of the most important factors in the emergence of diseases caused by stressful stimuli in that environment. Also, according to the literature, health professionals are directly affected by living with and working with diseases and are therefore involved in direct emotional work, which can lead to involuntary defensive mechanisms, which create an exhausting and stressful process [1] . As a consequence of direct and indirect effects of these feelings, depression and decrease in quality of life are common in health workers.
The concept of quality of life is very broad and for this reason the debate still continues in the literature. Health-related quality of life is a broad concept that encompasses many factors directly or indirectly related to health. Just as in the concept of general quality of life, there is no universally accepted definition of healthrelated quality of life. The World Health Organization (WHO) describes health-related quality of life; in the context of the culture and values system they live in; their perceptions of their positions in life in terms of their aims, expectations, standards and concerns [2] .
Depression is used to indicate a symptom, syndrome and one or more illnesses as well as a normal state of affection (grief). Situations characterized as syndromes include mood changes (Nervousness, lack of ability to feel pleasure, apathy), including depression, cognitive, psychomotor, and vegetative changes (Sleep and appetite). The main symptoms and symptoms are: Depressed mood, feelings of sadness, feeling of self-devaluation and guilt, inability to enjoy the vast majority of activities, tiredness, feeling of loss of energy, reduction in thinking, decision-making and concentration skills. It also contains the following physiological changes: Changes in sleep and appetite and decreased sexual interest [1] .
Studies have shown that intensive care units (ICU) are among the most aggressive, tense and traumatic environments in the hospital [1] . Intensive care units can cause physical and mental wear and damage in health care workers as much as they are for patients. In addition, these stressful factors in ICU have been shown to cause mental disorders, including gastrointestinal, cardiovascular disturbances and mainly depression, as well as changes in sleep patterns of shift work of intensive care nurses [3] . In addition to all these, there is the risk of changing the quality of life of nurses, especially intensive care nurses, as they often interact with people who need care [4] . In this study, it was aimed to evaluate depression and quality of life in intensive care nurses in a tertiary care hospital.
Material and Methods
This study was conducted between 15.10.2016 -15.01.2017 in Konya Training and Research Hospital after approval of the Necmettin Erbakan University Ethics Committee (Decision Number 2016/670) and the written the approval intensive care nurses who agreed to participate in the study. One hundred twenty ICU nurses with ICU certification, working more than 2 years in second and tertiary adult intensive care units, was included. Nurses who do not agree to participate in the study and who fail to complete the required forms for the study is excluded from the study.
SF-36 Quality of Life Scale, consisting of 36 items and 8 subcategories [Physical Function (FF), Physical Role Strength (FR), Emotional Role Strength (ER), Energy, Vitality (EV), Mental Health (MH), Social Functioning (SoF), Pain (P), General Health Perception (GHP)], was used to assess the quality of life. The scale evaluates the last four weeks. SF-36 Quality of Life Scale assesses quality of life with subscales between 0-100 points and 0 indicates poor health status, 100 indicates good health status, and the scale does not give a total score [5] .
The Beck Depression Inventory (BDI) was used to assess depression. In Turkey, the scale was validated by Hisli (1988) and is a depression screening test consisting of 21 questions with a score ranging from 0 to 3. The highest score to be taken from the BDI is 63 and the lowest score is 0. The scores obtained from the scale 17 and above were defined as depressed symptom [6] .
Implementation of the scales was accomplished by distributing in a sealed envelope and ensuring the protection of personal data. In addition, demographic data such as age, gender, marital status, whether they have children, duration of intensive care study and whether they use cigarettes were also questioned by a separate form.
Statistical analyses were performed with SPSS 15.0 software (SPSS Institute, Chicago, IL, USA). Descriptive statistics are shown in frequency and row-column percentage tables. Differences between numerical variable groups were assessed by t-test for independent groups when normal distribution condition was provided, and by Mann-Whitney U-test when normal distribution condition was not provided for two groups. One-way ANOVA was used in the presence of more frequent group presence, normal distribution condition, and Kruskal-Wallis test when normal distribution condition was not provided. Differences between categorical variable groups were determined by Pearson chi-square and Fisher's exact tests. A P<0.05 was considered statistically significant.
Results
In this study, the data of 120 intensive care nurses who were working more than 2 years in medical, surgical and mixed,secondary and tertiary stage adult intensive care units were evaluated. The demographic data of the nurses involved in the study are summarized in Table 1 . The average age of the nurses included in the study was 31.29, 65% were women, 70% were married, 63% were child owner and 31% were smoking. SF-36 and BDI score of the nurses involved in the study are summarized in Table 2 . The comparison of the SF-36 and BDI point averages of the nurses involved in the study according to age groups is summarized in Table 3 . There was no statistically significant difference between the SF-36 subgroups and BDI scores according to age groups (p> 0.05). The comparison of the SF-36 and BDI point averages of the nurses involved in the study according to gender groups is summarized in Table 4 . There was no statistically significant difference between the SF-36 subgroups and BDI scores according to gender groups (p> 0.05). The comparison of the SF-36 and BDI point averages of the nurses involved in the study according to marital status is summarized in Table 5 . There was no statistically significant difference between the SF-36 subgroups and BDI scores according to marital status (p> 0.05). The comparison of the SF-36 and BDI point averages of the nurses involved in the study according to child's ownership is summarized in Table 6 . There was no statistically significant difference between the SF-36 subgroups and BDI scores according to child's ownership (p> 0.05).
The comparison of the SF-36 and BDI point averages of the nurses involved in the study according to duration of intensive care study is summarized in Table 7 . There was no statistically significant difference between the SF-36 subgroups and BDI scores according to duration of intensive care study (p> 0.05).
The comparison of the SF-36 and BDI point averages of the nurses involved in the study according to smoking is summarized in Table  8 . There was no statistically significant difference between SF-36 subgroups and BDI scores of ICU nurses who smoked or not (p> 0.05). Values are mean ± standard deviation Values are mean ± standard deviation 
Discussion
In this study, as a result of the evaluation of the data of 120 intensive care nurses working in medical, surgical and mixed, secondary and tertiary stage adult intensive care units for more than 2 years, age, gender, marital status, having children, duration of intensive care work, and consumption of cigarettes did not affect the quality of life and depression level.
In studies evaluating the sources of stress affecting the stress levels of nurses, it was shown that the first three orders as stress factors are the workload, the uncertainty in the treatment applied and the death process [7, 8] . It is evident that intensive care is more stressful than other units because of the presence of patients who need urgent intervention and precise follow-up and the greater burden of work [9] . Working in intensive care unit may increase the level of depression with physical and emotional strain in nurses due to these factors. In a study conducted with intensive care nurses, it was found that the level of emotional exhaustion was high in nurses and in this case they were related to depression [10] . In another similar study, it was reported that depressive development tendencies were more frequent in intensive care nurses [11] .
There are studies in the literature where different sample groups are used to assess depression and quality of life of health professionals. It is also a natural result that different results come out as a result of these differences in the sampling groups.
In a study using a sample group of nurses working in different units in different hospitals in the same city, shown that, unlike the results of our study, the age and sex variables of nurses statistically affected the quality of life scores [12] . It was also found that the scores of depression of single / widowed / divorced / separated living nurses were higher. The sample group in this study is different from our study, but showing that depression scores of nurses working in intensive care unit are higher and this is a good indication that the target sample group in our study is correctly selected. Furthermore, unlike our study, it was shown that the scores of depression of single / widowed / divorced / living nurses were higher, but there are different opinions about this subject in the literature [13] [14] [15] . However, the sample group in these studies does not include only intensive care nurses unlike ours. In a study investigating the prevalence of depression in intensive care nurses, it was stated that divorce in intensive care nurses is significantly related to depression [1] .
It has also been shown in different studies that, unlike the results of our study, there is a decline in quality of life scores as well as an increase in age [16, 17] . However, we think that the age averages of the sample groups in these studies are much higher than our sample group, and this difference can be caused by this.
Similar to the relationship between the age and the quality of life stated in the literature, the decrease in the quality of life as the years of study of nurses are shown in different studies [12, [17] [18] [19] .
In a study evaluating quality of life in nurses working in emergency and intensive care units, male nurses were found to be in better condition than women in terms of MH, P, EV, GHP, FF and FR [18] .
In the studies of Zaher and colleagues, nurses working in intensive care unit and nurses working in internal and surgical services evaluated depression, anxiety and stress situations [20] .
Nurses' workplaces were associated with depression and stress, and it was shown that working in intensive care was a significant factor. It has been reported that the incidence of depression and stress among nurses in both internal and surgical units is lower than nurses working in intensive care units. In this study, variables such as age and marital status were not related to depression, anxiety, and stress incidence, similar to the results of our study. Zaher and colleagues have shown similar results in relation to depression and stress in the work places of nurses [21, 22] .
Conclusions
In conclusion, some sociodemographic characteristics such as age, gender, marital status, having children, duration of intensive care study and cigarette consumption did not affect the quality of life and depression level of intensive care nurses working in a tertiary hospital. However, it is obvious that there is a need for further studies in which specific groups of samples are selected, such as that of our study, which will be formed by having more participants and examining more detailed sociodemographic characteristics.
